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{G 000} INITIAL COMMENTS {G 000}

 This was an offsite revisit for a home health 

federal complaint investigation completed August 

9, 2013.  

Complaint IN00133861 -  Substantiated:  Federal 

deficiencies related to the allegation are cited. 

               

Survey Date:  September 6, 2013

Facility #:  007377

Medicaid #: 200873250

Surveyor:  Joyce Elder, MSN, BSN, RN 

      Public Health Nurse Surveyor

Incare Home Healthcare Inc. is precluded from 

providing its own home heatlh aide training and 

competency evaluation program for a period of 2 

years beginning August 16, 2013, to August 16, 

2015, due to being found out of complaince with 

the Conditons of Participation 42 CFR 484.20 

Reporting OASIS Information.  

Incare Home Healthcare is in compliance with the 

Condition of Participation 42 CFR 484.20 as a 

result of this survey

Quality Review: Joyce Elder, MSN, BSN, RN

September 6, 2013
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